fentanyl and a mixture of nitrous oxide (66%) and isoflurane (0.5 to 1 %) in oxygen. Moderate arterial hypotension was induced with sodium nitroprusside.
The intraoperative course was uneventful.
At the end of surgery, the nostrils were packed with gauze. Emergence from anaesthesia was quick, smooth and quiet. After mouth toilet, the endotracheal tube was removed. After a few normal breaths, the patient, who had to breathe through his mouth because his nose was packed, showed acute upper airway obstruction with vigorous inspiratory efforts. Cyanosis appeared quickly. An oropharyngeal airway was inserted and assisted ventilation with oxygen via a mask was started. Cyanosis disappeared in two to three minutes. Two nasopharyngeal tubes were inserted alongside the nasal packing and the patient resumed normal spontaneous respiration.
In the recovery room, he became tachypnoeic with severe arterial hypoxaemia (Pa02 = 42 mmHg). Chest X-ray revealed bilateral pulmonary oedema. After transfer to ICV, the patient was reintubated and ventilated with a positive end-expiratory pressure of 10 cm of water.
Data obtained following pulmonary artery catheterisation showed a low pulmonary capillary wedge pressure and a low pulmonary vascular resistance consistent with 'Iow pressure' pulmonary oedema. Echocardiography and bacteriological investigations were negative. The arterial hypoxaemia was rapidly reversed by mechanical ventilation alone and chest X-ray revealed complete normalisation after 36 hours. The patient was extubated on the fifth postoperative day and discharged without sequelae on the 16th day. DISCUSSION Long-standing acromegaly results in the development of serious complications such as diabetes mellitus, hypertension, arteriosclerotic cardiovascular disease, diffuse organomegaly and compression neuropathy (carpal tunnel). The mortality is particularly high unless early treatment is begun. Fifty per cent of the patients die before 50 years of age (frequently due to a cardiovascular disorder) and there is a 50% greater mortality compared with a control population for each decade over 40 years of age. The excess of growth hormone secretion leads to an overgrowth of the soft tissues of the upper airway (tongue, epiglottis, mucosa of nose and pharynx) predisposing the acromegalic patient to airway complications such as difficult visualisation of the vocal cords and narrowed glottic opening. I -3 Daytime somnolence and sleep apnoea are frequent and upper airway obstruction leading to lifethreatening complications among which pulmonary oedema 4 -7 has been described. While most publications focus on pathophysiology or treatment of those complications, prevention would seem more important. The main problem in anaesthetic management is to ensure an open airway not only during but also after the operation. Surgical manipulation of the nasal and pharyngeal tissues results in swelling of the upper airway mucosa leading to a 'pseudo sleep apnoea syndrome' due to approximation of the base of the tongue and the posterior pharyngeal wall. Respiration becomes increasingly difficult and total airway occlusion appears easily. A few years ago, a simple method of prevention of upper airway obstruction was adopted in our hospital. At the end of the operation, before the insertion of antiseptic gauze in the nostrils, the surgeon inserts into each nostril a nasopharyngeal tube (suction catheter 18 gauge diameter). These are adjusted in length to pass beyond the base of the tongue where they maintain enough space to ensure free passage of air. Total airway obstruction becomes much less likely. This simple method has proven particularly ~ffective and no single case of upper airway obstruction has occurred in such patients over the past eight years. Unfortunately, insertion of nasopharyngeal tubes was inadvertently omitted before extubation of this patient. Their late insertion did not prevent postoperative pulmonary oedema, although they brought prompt relief of the airway obstruction.
This report illustrates the importance of prevention of upper airway obstruction in patients with acromegaly, especially when the nostrils are packed with gauze after surgery. However, these precautions should not be restricted to those patients only but could be extended to obese patients with sleep apnoea syndrome or to patients with a clinical history of severe snoring.
